
 
HARFORD COUNTY GOVERNMENT 

DEPARTMENT OF HUMAN RESOURCES 
BENEFIT PLAN CHANGE FORM 

 
EMPLOYEE NAME:  __________________________________________________ 
 
SOCIAL SECURITY NUMBER:   _________________________________________ 
 
 
ADD/DELETE DEPENDENT: 
 
DEPENDENT NAME:  _________________________________________________ 
 
SOCIAL SECURITY NUMBER:  _____/____/_____ DOB:  _____/_____/_______ 
 
REASON FOR CHANGE:  ______________________________________________ 
  (PLEASE ATTACH NECESSARY DOCUMENTATION) 
 
PRIMARY CARE PHYSICIAN:   _________________________________________ 
  (IF ENROLLED IN MPOS OR BLUECHOICE) 
 
 
CHANGE IN PRIMARY CARE PHYSICIAN: 
 
DEPENDENT NAME:  _________________________________________________ 
 
SOCIAL SECURITY NUMBER:  _____/____/_____ DOB:  _____/_____/_______ 
 
NEW PRIMARY CARE PHYSICIAN:   _____________________________________ 
 
 
EMPLOYEE SIGNATURE:  _____________________________________________     
 
DATE SUBMITTED:  _________________________________________________ 
 
 
PROCESSED BY:  ___________________  DATE PROCESSED:  _______________ 
 


